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SS=E mﬁgﬂ*ﬁgﬁﬁﬁgﬁfﬂ; ALS Resldent #72 and #122 were observed
And Interviewed by Social Worker, No
The facility must not ernploy Individuals who have Indlcations that further actlon was needed.
been found gullty of abusing, naglscting, or Bath residents are dolhg well,
mistreating residents by a court of law; or have
had a finding entered into the State nurse alde All In¢ldents for past 12 months were
registry concerning abuge, neglect, mistreatrant reviewed by Director of Nursing and No
ef resldents or misappropriation of their property; additional incomplete investigations
and report any knewledpe it has of actiong by a were found.
court of Izsn.w;;I agalnst an employse, which would
Indicate unfitness for servica as a nurse alda or
other facllty staff.ta the State nurse side reglstry Al staff mambers were educated to
or licensing authotities pro-actively Write witness statements
) at any time They have knowledge of a
The facllity must ensure that al| glleged violations situation that could be an allegation of
Involving mistreatmant, heglect, or abuse, abuse, or if They have witnessed an
Including injudes of unknown source.ang Incident.fnvolving.Any/ and All residents.
miseppropriatien of resident property ang feported These education sesslons scheduled
Immediately to the administrator of the facllity and between March 23-and April 18, 2014,
to other offlelals in accordance with State law
g‘{"”gh established procedures (including to the All 24 hour shift reports will ba reviewed
ate survey and certifioation agsncy). by Director of Nursing or Designee. & all
; idents will be reviewed by Facility
The facllity must hava evidenca that all alleged Inci .
violations are thoroughly investigated, and must Management team daily durlng the
prevent further potential abuse while the Mornlng meeting, weekly In the Focus
Investigation ig In progress, meeting, and monthly during the facility
' QAPI commilttee meeting, attended by
The resulls of all Investigations must be reported The Administratoer or Proxy, Director of
to the administrator or his designated Nursing or Proxy, Medical Director, Staff
ropresentative and to other officlals in accordance Development Director and Social Worker,
with State law (Including to the Stata survey and To ensure all Investigations are complete. 4/30/14

certification agency) within 5 working days of the
incident, and if the alleged violation is varified
appropriate corrective action must be taken.
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This REQUIREMENT Is not met as evidenced
by:
Based on medlcal record review, review of faollity

documentation, review of facility policy,
observatlon, and Intarview, the facllity failed to
perform a complete investigation related to an
allegation of abuse for two residants (#72, #122)
of four residents reviewad for abuse
Invastgations. '

The findings included:

Resident #72.was admitted tothe facliity on'July
3, 2013, with disgnoses including Muscle
Weekness, Blpolar Disorder, Coronaty Artary
Diseasa, Hypertenslon, Diabetes Mellitus and late
effect Hamiplegla {paralysls).

Medical record review of the quarterly Minimum
Data Set (MDS) dated Qctober 2, 201 3, revealed
the resident scored a twalve on the Briaf Interview
for Mental Status (BIMS), indicating the resident
was moderately cognitively impaired; required
extensive assistance with the activilies of dally
iving; required limited assistance with
locomation; and no behaviors were obaarved.

Medical record review of a nurze's note dated
December 8, 2013, at 12:31 a.m., written by
Licensed Practical Nurse {LPN) #1, revealed,
"...resident sltting in lighthouse dining area when
another male resident came up to...and
elapped...in the face...resldent has a pain scale of
zero...famlly was nofifled...color within nomes|
limits...respirations even and un labored...no acute
distress noted at this time..."

Medical record raview of a nurse's note datsd
Dacember 8, 2013, at 2:30 p.m., written by LPN

JRM CIME-2667(02-29) Provious Varsions Obadlate Event ID:13EL11 Fecllly I TN1302 If continuation &haet Page 20of 16
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#1, revealed, *.. resldent-resident
(resident-to-resident) altercation was not
witneseed by nursing staff...femsle resident
reported altercation...”

Medical racord review of a Social Service Directer
(88D) note dated December 8, 2013, at 2:51
p.m., ravealed, "...nurslng reported that (resident
#72) has been experiencing confuslon...reporting
an altercation with a male resident that wasn't
witnessed by staff as well as no injury...(resldent)
currently resides in the Light House (locked unit)
with & diegnosis of Simple Schizaphrenia and
Blpolar...has difficuity with memary racall..."
Further review ravealed, “...I met {resident) in the
Light House regarding above...resident
reportad...had basn sleeping and na one has
bothered me...there'ls no change in...normal
routine...ng signs/symptoms of emotional *
distress..,”

Medidal record review of a general note dated
December 9, 2013, at 5:22 p.m,, written by
Registarad Nurse (RN) #1, who is the Rigk
Manager (RM), revealad, .. staff reported that
resldant hes had increased confusion and _
agltatlon at this time...reforral made for Psych
services to evaluate and treat as
indicated...altarcation was not witnessed by staff
and no injury noted to resident...no occurrencas |
reported by (resident #72) at this time, resident
reported that...was fine..."

Review of facllity documentation dated Dacember
9, 2013, written by the SSD and signed by the
RM, revealed, "...approximately 2:30 p.m., {RM)
and 1 spoke with (LPN #1), regarding resident to
resldent altarcation that (LPN #1} had
documenited In hurse's notes...upon dlscussion

F 226
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with (LPN #1)...reported that the LPN didn't
witness anything...when asked If...heard anything,
the LPN reparted that...dld not hear anything as
well.,.the LPN confirmed that...did not assess the
male residant...”

Review of a 24 Hour Report-Change of Condttion
Report dated Decembar 8, 2013, ravealed on the
10:00 p.m. to 6:00 a.m. shik *_..{resldent
#72)...incident...(resident #122)...Incident.. "

Review of the Abuse Policy #N-A-046 dated
‘March 1, 2014, revealed, "...all Investigations
* | shall be conducted by the Adminlstrator, Director
of Nursing (DON) or subject matter expert...tha
investigation shall include intarviews of
employeaes, visitars, volunteers and vendors who
may have knowledge of tha alleged incidant., "
‘Further review revealed, "...written statomant
from Ihvolvad parties should not be requested as
all information will be documentad on the
investigation form or a state required form,.."
Further review revealed, *...federal law raquires
the center to have evidance of investigations of
alleged violations..."

Observation on March 18, 2014, at 3.00 p.m.,
revealad the resident in the hattway walking
without assistance. and no bahaviors wers
obsarvad,

Observation on March 18, 2014, at 10:00 am., in
the rasldent's room, ravealad the ragldsnt sitting
on the bed and no behaviors wers observed.

interview with resident #72 on March 17, 2014, at
2:39 p.m., in the resldent's rooim, revealed,

"...was In the locked unit and B male smacked me
In the mouth...1 told the nurss,..not aure what was

ORM CHS-2667(02-99) Previgus Veralona Obaslete Evenl [D:EUN Facltity [D: TNfaa2 If continuation sheet Paga 4 of 16
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" | working the night shiit on December 8, 2013, on

Conlinued From page 4
done..."

Interview with LPN #1 on March 18, 2014, at 2:00
p.m., in the nurse's station, fevealad, "...was

the Light House wing...[ heard a smack and ane
of the aldes (Ceatlifiad Nurelng Assialant) came
inta the room...we saw (resident #72) and
(resident #122) in the room...(resldent #72yhad &
red area noted on the chin and the resident
stated the other.residant hit...) did-not see the
incident...just hearg the smack,..” Further
Interview ravealed, "...1 assessed-the resident for
pain and {resident #1 22} walked out of the
room..." Continued interview revealed, *.,.! filled
out an investigative report regarding the incident
and left the report under (the RM) door...the next
shift was made aware dfthe incident whilch was
forwarded fo the unit management..."

Interview with the SSD on March 18, 2014, at
2:40 p.m.,, in the SSD offige, revealed, "...spoke
with the resident who reparted to me no one had
bothered me...I went ahsad and followed the
resident...I saw the resident on Dacember 9,
2013, and December 11, 2013..."

Interview with the RM on March 18, 2014, at 2:50
p.m., in the conferance room, reveaied thare was
no investigative report related to the allegation.
Further interview revealed, "...| Interviewed the
resident and the resident stated nothing
happened...| was not aware there was a Certifled
Nurse Assistant (CNA) who witnessed the
incidenl...| did not Infarview the CNA__"

Telephone interview with CNA #1 on March 18,
2014, at 4:35 p.m., revaaled the CNAwas

working on the Light House Unit on December 8,

F 225
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2013. Further interview revealed, *...was in
ancther resident's room...| did not witness the
incident...came up the hall and went into the
dining room...(resident #122) was walking out of
the dining room whera (residsnt #72) was
sitting..." Further interview revealed, "...(rasldent
#72) stated that (#122) had slappad...in the
face,..l do not recall the resident's face baing
red...all | heard was yelling..." Further interview
revealed, "...(LPN #1) was.at the nurse's station
end | went and got the LPN...it was just me and
LPN on the unit that night..." Continued interview
revealed, "...was never Interviswed regarding tha
incident...” . :

Interview with the RM on March 19, 204 4, at
10:46 a.m., in the conference room, revealed the
RM and-SSD interviewed LPN #1 on December
8, 2013, and counseled the nirse regarding
documentstion of factyal allegations and any
potential injurles related to the Incident Furthar
interview confirmad resident #72 made the
gllegation of abuse to LPN #1 and GNA #1.
Further interview confirmed the faciilty's
investigative form could not be locatad and CNA
#1 was not inferviewed after tha allagation by the
resldent.

Resident #122 was admitted to the faoility-on

November 14, 2013, with dlagnoses including
Senile Dementia, Chronic Alrway Cbstruction,
and Muscle Weakness. :

Madical racord review of the Quarterly Minimum
Data Set (MDS) dated November 10, 2013,
revealad the resident was severely coghitively
impaired; required extensive assistance with
activitles of dally living; required imttsd
assistancs with locomotion; hed no behavioral
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symptoms; and exhlblted wandering one to three
days weekly.

Medical récord review of the nursing notes dated
December 8, 2013, revealed, "female resldent
sitting In dining area when resident elapped...in
the face..." Continued review of @ nurelng note
dated Decsmber 0, 2013, revealed,
"...clarffleation...resldent to resident altercation not
witnessed by nursing staff...alercation was
reported by female-resident.,.” '

Intarview with LPN #1 on Marsh. 18, 2044, at'3:00
p.m., In the secure unlt nuirsing statlon, revested
LPN #1 reported on Dacembear & 2013, on the
third shift, the nurse "heard a nolse” from the
gscure unit dining reom, and upon investigating
the source of the noiee-a female resident in'the
dining room reported resldent #4122 had slapped
the resident. Conlinued interview revealed LPN
#1 reportad the famale resident was hot injured,
but upon examination the residant's chin was red
in color. Continued intarview revealad [.PN #9
stated a facility incident report was completad
after the two residents wore geparated and
assessad, and placed under the R\'s door at the
end of the shift, Continusd interview revealad
LPN #1 made an oral raport ¢ the oncoming first
shift nurse the following morning. Continuad
Interview with LPN #1 revealed the nurse did not
racall belng interviewed by the facllity RM or
abuse coordinator in relation to the incident,

Interview with the facility RM, on March 18, 2014,
at 3:16 p.m., In the hallway of the secure uniit,
reveaied the RM reported no copy of & faclilty
document was recelvad ralatad to the event,
Continued Interview reveaied the Incidant was
investigated by the facliity Soclal Services
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Continued From pags 7

Director {SSD} after the incldent was discussed in
& moming meeting on December §, 2013,

Intervisw with tha SS0 on March 18, 2014, at
415 p.m., In the soclal services office, revealed
the $8D had not been made awars of LPN #1's
statemants the femala resident had a red chin
upon exsminatlon durlng the SSD investigation of
the incldent. Continued interview ravealed the
SSD did not recall If any facliity documents were
completed In relation to the alleged incident.
Continued Interview revealad the SSD was
Unable to Inferview resident #122 as the resident
was seversly cognliively Impaired. Continued
interview revealed during SSD's Investigation, the
female resldent was inferviewed, did not recali
any gccurrence of being slapped, and did not
exhibit symptoms.of peychalogleal duress,
Continusd interview revasied the 88D did not
Interview LPN #1 or other clinleal staff who wars
present on the unit when the alleged Incident
teeurred,

Intarview with the facllity RM, on March 1 8, 2014,
at 4:30 p.m., in the confersnce room, ¢onfirmed
the facllity could not produce faclity documents
allegedly completed by LPN #1 In relation to the
incident. Gontinued Interview ¢onfirmed the
allaged incident was discussed in a moming
meeting by the faclity nuraing managemsnt prior
ta the Soclal Services Directors investigation of
the alleged incldent. Continved Interview
confirmed LPN #1 and the Cerlifiad Nursing
Assistant (CNA) on duty st the time of the gllsged
incldent were not interviewed In relation to the
aliegsd incldent. Continuad Interview confirmed
tha facllity investigation of the alleged Incident
wae not thorough.

F 225
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$8=D ' For Resldent #31, as failure to notify
Tha facliity must devalop and (mplement written Administrator did not impede the
polictes and procedures that prohlblt Investigation process for the injury
mistreatment, neglect, and abuse of residents Of unknown cause, that was Initiated
and misapproptiation of resident proparty. And conducted by Staff Rn and Blrector
of Nursing.
) - Event reports that Involve residents
Th.ls REQUIREMENT 18 -I'IOt met as ev’dﬁnc&d were fEUIGWEd bv Director of Nurs'ng!
: . And alf other reports indlcate Administrator
Based on medical record review, Lbssrvation, .
facilly policy revisw, and interview, the fa iy Was notified appropriately per pollcy 4/7/14
falled to notity the Adminlatrator in a timely
manner for an injury of unknown orlgln =5 Afl Staff were Re-trained regarding facility
requlred per the facillty's policy for one resident Policy that requires Administrator to be
(#31) of four residents reviewed for abuse, Notifled immediately of Events invalving
o : Resldents that could be abuse, or injury
The findings Included: of unknown origln, Quarterly review of
. . Abuse preventlon pollcles and Procedures
Residant #31 was admilted to the facliity on Will be required by full time staff provided
September 8, 2005, with diagnoses including ;
' \ In the facility Electronic Education Sliver-
Severs Osteoporosis, Dysphagis, Psychosis, Chair program. All ather staff will recelve
Senlle Dementia, and Diahetos. i program.
Abuse Prevention Policy and procedure in
Mediog| record review of the Quartstly Minirmum Classraom review conducted by Statf
, Data Set (MDS) agsessment dated January 13, Development Director at least znnually.
2014, revealed the resident had short and long
term mamory deficlts, and moderate cognltive Education review of poliey and procedure
Impalrment effecting skills for dally declsion Regarding Abuse pravantion, will be
making. Continuied revlew revealed the resident Monltored by the facility Staff Development
required extensive assist of two persons for bed Director quarterly and reported to facliity
mobility, dressllng » and personal hygiene. QAFP| committee that is attended by
Continued review ravealed the resident wag Administrator or proxy, Director of Nursin
dependant on two persons for transfars and m or praxy, 8
itati Or Proxy, Medical Director or proxy, Staff
toitating. 3 a/30/14

Observation of the resident lying in bed on March

Development Director, Social Worker.
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Continued From pags &

17, 2014, at 3:14 p.m., revesled the resident had
& wrap-typa bandage around the left hand and a
splint over the laft thumb. Continued observation
revealad the thumb was dark purple in color, and
the skin on the ball of the hand, not coverad by
the wrap, was also dark purple In color.

Medlcal record raview of the nurse's note dated
March 15, 2014, at 10:27 a.m., revealed, "l was
called to resident’s room this moming to aggess a
large brulse and swelllng to left thumb. Rasldent
I8 unable to verbalize what happened...no
outward elgns of.paln noted. Mobilex nofified of
need for x-ray. Dr.(Goctor)...notifiad...No other
areas of concern are noted at-this ime,"

Medical record review of an X-ray dated March
15, 2014, revealed tho rasidant had:severe
osteoporesls and 3 comminuted fracture Involving
the proxitmal phalanx of the thumb.

Review of the facility's policy, Abuse Pollcy,
revealed, "Purpase: Reporting and Investigation
of Alleged Violations of Federal and State Laws
Involving Mistreatment, Naglact, Abuse, Injuries
of Unknown Source and Misappropriation of
Resident's Proparty...It is tha policy of the center
to take appropriate stsps to prevent the
occurrance of abuge, neglect, Injuries of unknown
origin and misappropriation of resldent property
and to ensure that alf allegad violations of Fedsral
or State laws which Involve mistreatment,
neglect, abuss, injures of unknown origin and
misappropriation of residant properiy {“altsged
violations") are reportad immediately to the
Administrator of the genter.,.”

interview with the Administrator on March 19,
2014, In the Administretor's office at 10:20 anm.,

F 226
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full recognition-of his ar her Individusiity.

This REQUIREMENT Is not met as evidenced
by:

Based on medical record review, observation,
and Interview, the faellity fafled to provide
asslstanca in & manner to pramote dignity for one
resident (#21) of twenty-nine residents reviewed.

The findings Included:

Resldent #21 was admitted to the facllity on
Fabruary 4, 2014, with dlagnases inglu Ing
Muscle Weskness, Mallgnant Neoplasm of the
Lung, Afrial Fibrillation, Anxiety, Chronlc
Obstructive Pulmonary Disaass, and Diabstas
Maliitus,

Medical recond raview of the Admisslon Minimum
Data Set (MDS) assessment dated February 11,
2014, revealed the resident scored thrae out of
fifteen on the Brief Intarview for Mental Status
assessmant Indicating sevare cagnitive
impalrment. Continued review revealad the
resident requirad extensive assistance of two
persons for transférs, and activides of dally living,
and the assistance of one parsen for eating.

feading technique. The Nurse Alde
Invalved was removed from feeding
teamn untll she was re-educated.on
proper feeding technique for raspecting
resldent’s dignity,

All residents that require feeding has
Been observed by Director of Nu rsing
And Soclaf Warker at Random mealtimes
And no other inappropriate feeding
Technlques were observed.

All staff attended tralning sesslans for
Review of appropriate feeding technigues
to promote dignity for all residents. All
Managers were trained to ohserve during
Meals for continved compliance.

Director of Nursing and Nurse Managers
Wil observe staff feeding techniques at
random mealtimes and report findings

to QAPI commlttee monthly x 3 months
the meeting to be attended by

Facliity Administrator or designes, Director
Of Nursing or deslgneg, $taff RN, Social
Worker, and Medical Director or deslgnee,

FORM APPROVED
CENTERS FOR RVICES OMB NO. 0038-0351 ,
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
445156 8. WING 03/19/2014
NAME OF PROVIDER OR BUPPLIER | STREET ADDRESS, CITY, STATE, ZIP CODE A
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(X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION )
PREFIX {EACH DEFICIENGY MUST BE FRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION BHOULD BE COMPLETION
TAQ REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
_ . DEFICIENCY)
F 2268 | Continued From page 10 F 228
confirmed the injury of unknown origin had
occurred en March 15, 2014, and the
Adminlstrator had ot besn made aware of the
injury until Mareh 17, 2014,
F 241| 483.15(a) DIGNITY AND RESPECT QF F 241 F 241
= DIVIDUAL
$5=D | INDIVIDUALITY Resident #21 has been observed at
Tha faclilty must promote care for residents in a | random times over 7 days followIng
manher and in an envirenment that maintains or survey, and has not exhibited any
enhances each resident's dignity and regpact In negative impact from Impraper

4/30/2014
|
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F 241 | Continued From page 11

Observation at mealtime on March 17, 2014, at
12:30 p.m., of mudtiple residents seated in the day
roorn on the 200 hallway, revealed resident #21
seated in a gerl-chalr next to a loveseat.
Continusd observation revesled the Certified
Nurse Asslgtant (CNA) #2 sst the residsnt's tray
on the loveseat, then sat on the arm of the
loveseat, and fed resident#21 from the piate
propped on CNA#2's lap. :

time,.confirmed CNA#2 should-have baen.seated
1o assist the resident with esting. Continued
interview confirmed asslsting the resident with
eating in this manner was nof correct.

Interview with the Director of Nurses, on March
18, 2014, at 8:41 a.m., In the Activities Room,
cohfirmed to promote dignity during.mezltime, the
Tacliity's &xpectation would be for staff assisting
resldents with eating to be saated on the same
: level as the resident.

F 252 | 483.15(h)(1)

$8=n | SAFE/CLEAN/COMFORTABLE/HOMELIKE
ENVIRONMENT

. The facliity must provide a safe, clean,
comfortable and homelike environment, allowing
the resldent to use his or her personal belongings
fo the extent possible.

This REGUHREMENT Is not met ag evidencad
by:

Hased on observation and interview, the faoility
failad to minimiz¢ adors on one of three hallways.

Interview with Licensed Practical Nurse #2, atthis

F 241

F252| Ff252D

Resident # 131 will be transported to
her scheduled surgical appointrments
Untll wound is completely debrided and
The odor from the wound Is alleviated
Meanwhile the nurse management team
Will Insure that the charcoal alr filtering
unit will be used In residents room

reports by every nurse assigned to
resldent #1321 on all shifts through

consistently, checked off on 24 hour shift ¢

{Continuad naxt page) F
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The findings included: Resldents In close proximity of Resldent
#131's room was interviewed on
QObsarvation on March 17, 2014, at 9:50 a.m., March 20, 2014 and April 3%, 2014
during initial tour, revealad the prasence of a foul To determine If enviranment was free
odor outgide resident #131's room on the harbour of adors- 100% of restdents interviewed
hailway, COFﬂnUGd observat'!.on revealed the odor indlcated that the envirenment was odor free
W h g :
@9 present throughout the harbour heilway Observation by Housekeeping Supervisar
Continugd observations on March 17,2014, at And 5taff Nurses at random times within a
10:30 a.m., and again at 12:20 p.m., revealed the 24 haur perlods for several days after the
prasance of the foul edor throughout the harbour survey determined that envirantnent was
haliway outslde resldent #131's room. odor free 100%,
Observation of wound care for resldent #1341, an Nurses assigned to the area around resldent
March 19, 2014, at 2:30 p.m., revealed the #131's ruon:n wlll be responsible for checking
regldent had an open abdominal wound with The air filtering equlptent In resldents
’ blackened necrotic fissuss and a foul odor bsing 8 equiprie reom
. To tnsure equipment Is turned on and workin
emitted fram.the wound. Continued ubsarvation ) N . &
revealed an slectrically powered air purifler with Praperly, and the environmient Is odor free
charooal filtars present in the resident's room, On each tour of duty.
Continued observation revealed tha alr purifier
wag unplugged from the elactrcal oufiet, Housekaeping manager or deslgnee will check
. Reslident #131's room to doukle check that
Interview with the housekeeping director, on Equipment Is turned on and working properly,
March 17, 2014, at 12:20 p.m., I the harbour that environment In and around resident
gla"wgy qut;llde 'Wlde":l#'l 3T's room revesled #131’s Room Is bdor free on a dally basls unti]
& odor in the haitway had been present “for residents wound Is healed. Director of Nursing
several days." During continued interview the o
- " or deslgnee wili perform dally monitoring of
housakeeplng director revealed, "...tha nurses that sectlon of Harbor Side f i
had placed & machine In the room to keep the gt saction of harbor Slds for compliance.
odor down, but it was not working...” During Rep?rts gf all findings will be reperted In the
continued interview, the housekseping director facllity morning meetings and ta the facility
confirmed the presence of the foul ador QAP committee meeting attended by
throughout the harbour haliway and confirmed the Administrator or designee, Director of Nursing
facliity had failed to malintain hallways free from or deslghee, Medlcal Director or Designee,
odors. Seclal Worker, and Staff Nurse 4/30/2014
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F279
§5=D | COMPREHENSIVE CARE PLANS
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A facllity must use the results of the assessment
to develop, review and revise the resident's
comprehansiva plan of care.

The facillly must develop a comprahenaive eare
plan for each resident that includes measurable
objactives and timatables to meet a residant's
medical, nursing, and mental and psychosoclal
needs that are identifled In the comprshensive
assessment,

The ¢are plan must desoriba the services that are
to be furnished to attaln or maintaln the resident's
highest practicabla physleal, mental, and
psychogocial well-belng as required under
§483.26; and any services that would otherwise
be required under §483:25 but are not provided
due to the resldant's axercise of rights undsr
§483.10, Including the right to refuse treatment
unhder §463.10(b)(4),

g’his REQUIREMENT is not met as evidenced
'

Based on medical record review and ntarvisw,
the facllity falled to develop a comprehensive
care plan for urlnary Incontinence for one residant
(#80) of three residents reviewed for urinary
Incontlnencs.

The findings Includag:

Resldent #90 was admitted to the faclilty an May
14, 2012, with dlagnoses Including Muscle
Weakness, Late Effacts of Carebrovascular
Accldent, Senlle Dementia, Psychosis, Epllepsy,
and Schizophrenia. ’
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F 279 | Continued From page 13 F279| F279 D

Resldent # 90's Care Plan was updated

To indicate that the resident uses
Protectlve undergarments for Incontinence
On March 18, 2014 when this omlsston was
Identified,

All other rasidents that have Care plan for
Incontinence were reviewed to Insure ail
Elements of Incontinent cara management
were ldentifled in the Incontinence Care Pian,
No other problems were ldentified,

The MDS caardinator will review all Care
Plans for rasldents that are being managed
for incantinent care on a guarterly basls,
far compllance.

MDS Coordinator wili report Care Plan reviews
Completed on a monthly hasis and findings

1o the facllity QAPI committee monthly that Is
attended by facillty Administrator ar proxy,
Director of Nursing or Proxy, Medlcal Director
Cr designee, So¢lal worker, Staff RN, and MDS
Nurses,

4/3p/2014

“ORM CMG-2B87(02-98] Fravious Varsions Obaaleie

Evenl {0;13EU11

Faclhy IDx TN1302

Iif eontinuation shest Page 14 of 16



04/09/2014 WBD 10:29 PAX 423 6§26 0676 Laursl Manoyr igorasozs

PRINTED: 04/01/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARF & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/GLIA {X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION  ° IDENTIFICATION NUMBER: A. BUILDING COMPLETED
445186 B. WING ' 03/19/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, 2IP CODE
802 BUCHANAN RD

LAUREL MANGR HEALTH CARE NEW TAZEWELL, TN 37825

SUMMARY STATEMENT OF DEFIGIENCIES in PROVIDER'S PLAN OF CORREGTION v
Iglégl-!ﬁ( {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROB9.REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 278 | Continued From page 14 E 270

Medical record raview of the Quarterly Minimum
Data Set (MDS) assersment datad January 4,
2014, rovealed the resident scorad five of fiftesn
on the Brief Interview for Mantal Status, indicating
sovera cognlive impairment. Contnued review
revealsd the resident was occasionally
Incontinent of bladder, and required extensive
assistancs of one person for transfers,
ambulation, perscnal hyglens, and tolleting.

Medical record review of the resident's care plan
dated January §, 2014, revealed the facllty-had
not developed a.care plan to manage the
resident's urinary incontinence.,

Medlal recard review of the resident's bladder
assessment dated January 7, 2014, revealed the
resident was incontinent of bladder and used
pads/briefs to manage incontinence. .

Interview with Reglstered Nurse/Unit Manager
(RN} #1 on March 18, 2014, at 1:15 p.m., on the
secured unll, confirmed the resident was
incontinent of bladder and wore incontinence
briefa to manage Incontinence,

Interview with the Asslistant Diractor of Nursing, in
. the MDS office, on March 18, 2014, at 1:20 p.m.,
confirmed the facility falled to davelop a care plan
for managing the resident's urinary Incontinance,
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